The aim of our chapter is to explore sensemaking of incidents by health care professionals through an analysis of the role of professional identity in narratives of incidents. Using insights from Social Identity Theory (SIT), we argue that incidents may create a threat of professional identity, and that professionals make use of identity management strategies in response to this identity threat.
The chapter draws on a qualitative analysis of incident narratives in 14 semi-structured interviews with physicians, nurses and residents at a Dutch specialist hospital. We used an existing framework of identity management strategies to categorize the narratives.
Our analysis yielded two main results. First, nurses and residents employed multiple types of identity management strategies simultaneously, which points to the possible benefit of combining different strategies. Second, physicians used the strategy of patronization of other professional groups, a specific form of downward comparison.
We discuss the implications of our findings in terms of the impact of identity management strategies on the perpetuation of hierarchical differences in health care and argue that efforts to manage incident handling may profit from considering social identity processes in sensemaking of incidents. This is the first study that systematically explores how health care professionals use identity management strategies to maintain a positive professional identity in the face of incidents. This study contributes to research on interdisciplinary cooperation in health care.
experiences and is inherently a social activity (Weick, Sutcliffe, & Obstfeld, 2005) . Sensemaking can be observed through the narratives people tell about previous experiences (A. D. Brown, Stacey, & Nandhakumar, 2008) .
Narratives, or the accounts that people give of an event or series of events (Czarniawska, 2004) , are a means to express identity (Humphreys & Brown, 2002 ) and therefore offer a suitable type of empirical material to investigate how professional identity influences sensemaking of incidents.
Previous research on sensemaking after incident occurrence in health care has touched upon issues of professional identity and intergroup relations by showing that narratives of incidents can reinforce group identities (Waring, 2009) . Furthermore, group hierarchy and identity are important factors contributing to differences in sensemaking between members of multi-professional teams (Rovio-Johansson & Liff, 2012) . Our contribution is that we use insights from SIT explicitly in our effort to better underst and how professional identity influences sensemaking of past incidents through narratives. We agree with Brown et al. (2008) , who stated that a further exploration of the factors that inhibit a shared understanding of previous events is needed. In health care, it is of crucial importance that professionals learn from incidents, which may be inhibited by a lack of shared understanding of these incidents. We argue that the use of identity management strategies in incident narratives may account for the absence of this shared understanding after incidents. In order to support this claim, we investigate how the professional identity of health care professionals (in this case, physicians, nurses, and residents-physicians in training of becoming a
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Background
The professional group is one of a number of possible sources of social identity (Lammers & Garcia, 2009 ). Social identity is "that part of an individual's self-concept which derives from his knowledge of his [or her] membership of a social group (or groups) together with the value and emotional significance attached to that membership" (Tajfel, 1981, p. 255 ).
Central to SIT are the notions that people categorize themselves and others in terms of group membership, that they tend to feel affectively connected to these groups, and that they are motivated to maintain a positive social identity, because membership of the group is important for the self-concept.
Such maintenance of a positive social identity can be achieved through social comparison with other groups (Tajfel & Turner, 1979) . A final important characteristic of SIT is that identification affects behavior, because people have a tendency to behave in accordance with the norms and values present within their group (Van Dick, 2001 ).
In health care settings such as hospitals, the professional identity of health care professionals is likely to be stronger than their team, departmental or organizational identity (Callan et al., 2007) . If this is the case, it can lead to divisions between health care groups (Kreindler et al., 2012) , intergroup polarization, rivalry, and competition (Ashforth & Mael, 1989 ), a perception of inadequate intergroup communication (Grice, Gallois, Jones, Paulsen, & Callan, 2006) and difficulties in implementing new ways to improve patient care (Powell & Davies, 2012) . These consequences of professional identity are relevant because professionals from different
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95 disciplines have to work together to provide care for patients and this cooperation becomes more problematic because of the factors just discussed.
As argued by Dixon-Woods et al. (2009) , health care professionals perceive errors as a threat to their identity because errors are incon gruent with their professional ideals. When this professional identity is threatened, and when status differences between groups are difficult to change, individuals or groups can use different cognitive strategies (Blanz et al., 1998) for maintaining or restoring a positive image of their group and themselves (see (e.g., Becker, 2012; Hornsey & Hogg, 2002) and applied (e.g., Ashforth et al., 2007) research on identity management strategies, confirming the notion that people, and in particular members of low status groups, tend to use these strategies when their identity is threatened.
Whereas no research to date has explicitly applied the framework of Blanz et al. (1998) to health care, several aspects of the relations between 
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professional groups in health care make it an important setting to study identity management strategies. For instance, the relation between nurses and physicians is characterized by a strong power asymmetry, associated with differences in social class, education, and tasks (Fagin, 1992) . This hierarchical relation between physicians and nurses remains difficult, if not impossible, to change (Finn, Learmonth, & Reedy, 2010) . Nurses therefore occupy a relatively low hierarchical position, which can be an identity threat.
Furthermore, nurses frequently deal with patients who do not comply with their requests, which also represents a possible source of identity threat for nurses (McDonald, Rogers, & Macdonald, 2008 These two factors can result in a discrepancy between desired and expected behavior on the one hand (i.e.., not making any errors) and actual behavior (i.e., making errors) on the other hand, leading to a lack of coherence of their professional identity (Pratt et al., 2006) . Because residents' identity is so sensitive to the impact of incidents, this group is likely to use identity management strategies to protect and enhance this fragile identity.
To study how identity management strategies come to the fore in sensemaking after incidents, we use storytelling in a narrative approach (Boje, 2001 ). Research on well-known crises shows that shared identity is crucial for collective sensemaking (e.g., Weick, 1993) , as it provides a 'vital anchor around which collectives construct meaning and understand their experiences' (Maitlis & Sonenshein, 2010, p. 563) . In reality, however, this shared identity does not always exist, and within organizations a great 
Methods
We performed a qualitative interview study with fourteen health care professionals. Our respondents were five physicians, three residents and six nurses, all working in a centre that is part of a hospital in the Netherlands specialized in ophthalmology (eye care). The hospital promoted a posit ive safety culture consisting of openness and transparency. As part of this endeavor, all professionals were trained in non-technical skills, focusing on communicative behavior such as speaking up and performing a time-out (i.e., an extra safety check before commencing a surgical procedure). Given The semi-structured interviews, held by an interviewer trained by the first author, took place in meeting rooms at the hospital. To structure the interviews, we composed a topic list that consisted of themes such as professional identity, specific incidents and how these incidents were handled, and intergroup communication during and after incidents. The critical incident technique (Flanagan, 1954; Van Dyck et al., 2005) was employed, the goal of which is to gather information about specific activities or events that an interviewee has encountered. In this case, we asked participants to elaborate on specific health care incidents. Participants were free to choose the incidents they talked about, so involvement of themselves
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or other members of their professional group in these incidents was not required. The interview duration varied from thirty minutes to one hour.
After confidentiality was guaranteed, interviews were tape-recorded and transcribed.
After initial readings of the transcripts to familiarize ourselves with the data, we focused on analyzing the interviewees' incidents narratives.
Narratives were coded as such when respondents spoke of instances in which patients were potentially or actually harmed as a result of a health care
professional's behavior. The primary goal of our analysis was exploring the use of identity management strategies in incident narratives. We used the identity management strategies of Blanz et al. (1998) , presented in 
Results
In total, we identified 51 narratives in the fourteen interviews. The length of the narratives varied from four sentences to three pages of written text. There was hardly any overlap in the incidents respondents discussed.
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Respondents often discussed incidents in general terms, referring to incidents that occurred more often, which was marked by the use of words such as "sometimes," "often" and "mostly." This could be an indication of a possible response to the identity threat incidents pose: by acknowledging that incidents indeed occur but that they also happen to others, the association between the behavior of specific individuals and the occurrence of incidents is diminished. From the total number of narratives, we coded 23 as non-specific incidents and 28 as specific incidents. 16 of these specific incidents were near misses, compared to seven adverse events and one no harm event. We did not find any indication that thes e different types of incidents were related to differences in the use of identity management strategies. Therefore, we do not make a distinction between them in the remainder of this chapter.
Identity management by nurses and residents
We noticed that nurses and residents regularly used multiple identity management strategies together in the same narrative. Specifically, the nurses' narratives were characterized by an emphasis on both individual and collective extra-role behavior: positive and voluntary behavior that goes beyond existing role expectations (Van Dyne, Cummings, & McLean Parks, 1995 Receiving feedback after an incident report, in this narrative, can be seen as an acknowledgement of the effort the nurse took in solving the problem. Criticism on the limited feedback after an incident report was common among respondents, but there was a difference in the nature of this criticism. While physicians' criticism mostly targeted the futility of report ing incidents because they observed that the hospital consistently failed to learn from them, nurse 3 primarily seemed to be aggrieved that her attentiveness and decisive actions were not recognized. This sentiment was shared by other nurses. The difference here is that physicians did not appear to need feedback about their incident reports as a confirmation of their efforts and their response even signaled a sense of superiority in reference to the organization, whereas this nurse shows a more dependent attitude, indicative of a need for recognition of extra-role behavior.
As said, individual extra-role behavior was often accompanied by a reference to collective extra-role behavior. For example, a nurse said about the attempt to change a procedure related to marking the method of anesthesia in patient files:
At first we weren't allowed to implement that right away. So
Responses to professional identity threat In this narrative, the difficulty of implementing an improved procedure was presented as the standard. The nurses exceeded this standard by taking the initiative to change the procedure anyway. Also, the cooccurrence with individual extra-role behavior is shown here by mentioning the individual pro-active role of immediately changing certain posters with information on the procedure to note the method of anesthesia. This narrative thus shows how a focus on personal and group identity can go together in a fluent way.
Individualization and comparing groups on a favorable dimension.
Another mixture of identity management strategies we found was the combination of individualization (i.e., individual extra-role behavior) and comparison of groups on a favorable dimension (i.e., emphasis on positive characteristics of the professional group). Specifically, positive individual behavior in relation to an incident was sometimes compared with the more negative behavior of a higher-status outgroup member. In the following extract, a nurse compares her own behavior to the behavior of an anesthesiologist, a representative of a higher-status outgroup. The focus in this narrative is thus both on the individual and on the professional group. In this incident, the wrong patient was anesthetized, and both the nurse and the anesthesiologist were responsible: the anesthesiologist had incorrectly performed a procedure and the nurse had been inattentive. 
When the patients were all gone, the anesthesiologist left right away. Physician X did immediately follow him [to address the

Nurse 4
The nurse presents the anesthesiologist as being uninvolved with patients (in this case, leaving directly after a procedure was finished) and uninterested in learning from incidents (in this case, not responding to the physician's remarks after the incident). In sharp contrast, the nurse was aware of the gravity of the incident (indicated by the comment that she had felt bad about it during the weekend) and spent time preparing for the evaluation of the incident. This comparison on a characteristic (responding to an incident) that is in favor of the nurse results in an impression of the nurse as being reflexive of her own behavior and successful in constructively responding to an incident, in comparison to the indifferent attitude of the anesthesiologist. By means of this favorable comparison, the nurse is able to boost her identity in the face of an incident in which she was partly responsible: a clear example of a successful identity management strategy.
Individualization and superordinate categorization. Yet another type of identity management was a focus on a superordinate identity. In the nurses' narratives, this categorization translated into a focus on the The level of categorization is adapted flexibly to facilitate or avoid association with certain types of behavior, as the meaning of "we" shifts within the narrative. In the second sentence, "we" refers to the team as a whole, thereby emphasizing that not only nurses were responsible. In the subsequent sentence, however, "we" refers to nurses, who filed a report of the incident separately from the physician; presumably to indicate the different perspectives they had on the incident. Finally, "we" refers again to the team as a whole, a categorization that is nevertheless quickly corrected because it was the physician who took the initiative to change the routine and not the team. This narrative shows how the level of categorization can shift, even within one narrative, based on the positive or negative associations with a certain level of identification.
The flexibility of the type of categorization also shows in the narrative of a resident who resorts to yet a different type of superordinate identity, one which is not available to nurses: the physician's identity. Summarizing, our exploration of identity management strategies shows that nurses and residents incorporated different identity management strategies within one narrative. Nurses expressed individual and collective extra-role behavior, and emphasized positive characteristics of their professional group. Both nurses and residents used the strategy of categorization into a superordinate identity group. Nevertheless, the level of superordinate identity that is accentuated appeared to differ across situations (even within a narrative) and across individuals or professions, the implications of which we will discuss after focusing in on the main identity management strategy used by physicians.
Identity management by physicians: Do wnward comparison
We found that physicians engaged in downward comparison, in the sense that they explicitly expressed the differences between professional knowledge that distinguish physicians from nurses and links this to the small likelihood that a physician makes a mistake. Whereas this comment may come across as a bit haughty, it also reflects a factual, obvious difference in years of training that can hardly be disputed. Contrary to this narrative, the main identity management strategy among physicians was not direct downward comparison but a more subtle strategy: patronization of other professional groups, particularly nurses. Patronization includes the term "patron," whose linguistic roots are related to "protector" and "master."
Being a patron comes with a supportive and didactic attitude, but is also associated with treating others condescendingly. These two elements of patronization were manifested by a physician when cooperation with nurses was described:
It's like with raising children. If they do something that isn't right, then you confront them with that immediately. You identify what isn't right and that that's not the way it should
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be done. Physician 4
The twofold connotation of patronization comes to the fore in the comparison used by this physician. The educational element of patronization is reflected in the desire to teach nurses; however, equating nurses with children comes across as somewhat degrading, as it implies that nurses need to be reprimanded in the same way as children. An even more concrete and controversial manner of expressing the hierarchical differences between the professional groups by ways of patronization comes from the following physician:
Sometimes I do things wrong on purpose. Just to test them. I mean, then I just do something, like I want to start cutting, while the time-out hasn't happened yet, and then I hope they'll say "wait, stop," and I always think it's disappointing [that the nurses don't say anything]. Physician 1
This physician explains his purposeful deviation from a rule as an attempt to steer nurses towards what is desirable behavior in his view. In this case, the rule is conducting a time-out before starting a procedure, and the desirable behavior of nurses is speaking up in case a time -out is not performed. The condescending aspect of patronization becomes visible in multiple ways: the fact that the physician feels the need to test the nurses is an indication that he does not trust them to respond in the way he wants them to, and the apparent ease with which the physician misleads nurses implies that nurses are easily fooled.
Apparently, this physician's educational method usually does not lead to the preferred response. When asking a nurse why she did not speak
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111 up, she replied (according to him) as follows: "Yeah, yeah, I did that twice now, I got such a big mouth [from other physicians], I'm not doing that anymore." Another nurse similarly indicated that whereas in trainin gs physicians were taught that nurses are not their "little helpers," the actual behavior of some physicians reflected a condescending attitude. There is an important interplay between two aspects of the expression of patronization by physicians. Specifically, the desire to educate others on the one hand, as is reflected in the aspiration of physicians that other professional groups express speaking up behavior, seems to go together with the desire to maintain a dominant hierarchical position and, thus, status, on the other hand. This interplay may result in a failure to elicit the desirable behavior among other professional groups, the implications of which we elaborate on in the following section.
Besides the strategies already mentioned, all other strategies from the framework (except re-evaluation of comparison dimension) were also used, albeit less frequently and sometimes inconsistently. Therefore we did not pay elaborate attention to these strategies. First, nurses and residents also used the strategy of subordinate categorization to differentiate between different subgroups within their professional group, e.g., high performing vs.
low performing nurses, and starting residents vs. more experienced residents.
Second, residents engaged in downward comparison with nurses, whereby they emphasized the task division between nurses and residents and the necessity that nurses keep to their own tasks and not get in the way of the residents' more advanced tasks. Third, physicians used the strategy of temporal comparison. This last finding was not consistent, however, because these temporal comparisons were not always favorably for the present 113 moment; we also found instances in which the present situation was compared to a more prosperous past. Because of this inconsistency, we did not report in depth on these findings among physicians. From our analysis it was clear that patronization was the dominant identity management strategy used by physicians.
In Table 3 .2, we provide an overview of the types of identity management strategies we found in our narratives, including an example quote for each strategy. Two results stand out: first, nurses and residents often employed multiple types of cognitive identity management strategies simultaneously. Second, physicians often used the strategy of patronization of other professional groups, a specific and extreme, yet subtle form of downward comparison. In the following section, we argue that both these findings have implications for the process of maintaining or even increasing status differences between professional groups, which may have important consequences for sensemaking of incidents and for interprofessional cooperation in health care.
Discussion
Increased use of multidisciplinary teams to carry out health care tasks, combined with more attention to the prevention of incidents, has brought the manner in which health care professionals collaborate to the forefront of management and research interests. Our results support the claim from SIT that individuals employ identity management strategies in situations of possible identity threat. Our finding that these strategies can be expressed in different ways, sometimes even simultaneously, contributes to our knowledge of the way health care professionals deal with the complexity of interprofessional cooperation and incident occurrence. Our
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findings also yield some unsettling thoughts that contribute to recent debates on the undesirable side-effects of emphasizing interprofessional teamwork; see, for instance, Finn et al. (2010) , who found that this actually led to a reinforcement of hierarchical barriers in cooperation and communication.
With our two main findings, we add knowledge on the crucial and problematic role professional identity plays in the dynamics of the relationships between professional groups.
The use of multiple identity management strategies by nurses and residents shows how lower status groups in health care may respond to the identity threat caused by incidents, which has both positive and negative implications. On the one hand, the motive behind identity management is to increase individual and group-based self-esteem (Blanz et al., 1998) , and resisting identity threat has been shown to positively influence long-term motivation as well as performance (Sherman et al., 2013) . In this light, identity management in response to incidents can be seen as a coping strategy that is beneficial for individual health care professionals and for the cohesion and cooperation within professional groups.
On the other hand, these strategies can have unwanted effects for relations between professional groups. We discuss this last aspect by focusing on the expression of a superordinate identity. Even though this was a frequently occurring strategy in the narratives of both residents and nurses, we did observe notable differences in the level of superordinate identity that was emphasized. Residents presented themselves as a physician rather than a resident, which may contribute to a feeling of responsibility and status attached to this profession. Nurses, conversely, emphasized the multiprofessional team identity instead of their professional identity. This last finding might be considered good news, since health care literature on social identity recommends an emphasis on shared identity as a facilitator of
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intergroup cooperation (Bartunek, 2011; Kreindler et al., 2012) . However, the choice of level of categorization (professional group vs.
multiprofessional team) seems to be highly dependent on the situation and on the group a narrator feels identified with. Consider, for instance, the difference between residents emphasizing their physician identity and nurses emphasizing a team identity. If these differences in level of categorization of nurses and residents would happen simultaneously (e.g., during the same incident), then shared superordinate identity and its positive effects for cooperation cannot be achieved, which can represent a problem for health care quality.
Moreover, even though superordinate categorization is a cognitive and not a behavioral strategy, there may be consequences for behavior. A recent experimental study indicates that if using cognitive strategies leads to a perception of increased equality between groups, for instance by emphasizing a superordinate identity, the motivation to actually challenge the hierarchical structure may decrease (Becker, 2012) . In this way, even though cognitive identity management strategies are most often used in situations of stable intergroup differences, and thus do not have the goal of decreasing these differences in reality, cognitive strategies may indirectly contribute to the perpetuation of social inequality. This may become a problem in situations in which unequal power relations hinder the quality of interdisciplinary teamwork or even lead to adverse outcomes, such as when members of professional groups with a lower status do not dare to speak up (Kerr, 2009).
Our second main finding is that in physicians' narratives, we found identity management in the form of patronization of other professional groups, which is a specification of the strategy of downward comparison in the framework of Blanz et al. (1998) . This response of physicians to identity Two limitations of this study need to be pointed out. While our use of the narratives allowed for a contextualized and thorough analysis of the expression of professional identity, this type of analysis is not suitable for making generalized inferences. In order to come to a more structured analysis of the use of identity management strategies in narratives of incidents, future studies could concentrate on analyzing narratives from members of different professional groups regarding the same incident. In the current study we did not influence the selection of incidents by the respondents, which resulted in a broad range of incidents. It is imaginable that the type of incident has consequences for the type of identity management strategies professionals use. For instance, individualization may be an appropriate strategy when an adequate intervention after an error led to a near miss, whereas in the case of an adverse event, a focus on superordinate identity distracts the attention from a professional's own share in the incident. The fact that we did not find such patterns in the current study may be due to the limited sample or the freedom we gave the respondents. We expect that comparing narratives concerning the same incident and comparing different types of incidents will give more insight into how sensemaking of incidents is influenced by professional identity.
Furthermore, we want to underscore the importance of the specific research context, in particular the role of the patient. The fact that patients only receive local anesthesia and, therefore, are awake during the surgical procedure is likely a prominent factor in the intergroup behavior of the health care professionals. Respondents from all three professional groups indicated that the presence of a conscious patient during procedures made 
